
it should be limited to such patients as can not be
operated on by a posterior retrocolic gastroenterostomy
with the anastomosis near the duodenojejunal flexure.

4. Anterior anticolic gastroenterostomy should not be
an operation of election, but an operation of expediency
and necessity, to give temporary relief, or to meet spe¬
cial abnormal conditions that may contraindícate the
posterior attachment.

5. The ideal operation of election must be the pos¬
terior retrocolic attachment near the beginning of the
jejunum, and at the bottom of the stomach in the pyloric
end, thus eliminating the loop.

6. This gives the most efficient drainage, prevents
the vicious circle and régurgitant vomiting, leaves stom¬
ach and intestine in nearly normal relation, nnd is fol¬
lowed by better immediate and ultimate results.

7. The intestinal incision should be made longitu¬
dinally and not less than two inches long, and the stom¬
ach incision of corresponding length, preferably in the
oblique direction. An elliptical strip of mucosa should
be excised from both stomachi and intestinal incision.

8. The anastomosis is best made with a continuous
suture (Pagenstecher or silk) using a full curved round-
pointed needle. The suture should, be applied in doublp
layers, the inner to include all the visceral layers, and
unite the cut edges of the opening; the outer, one-fifth
inch away, to include the serous and sub-serous layers.

!). Enteroenterostomy. .-çir clo-ure bv suture constric¬
tion or resection of the Jjffroximal jejunum or the py¬
lorus is contra.indicated. It commits an unnece-sary
traumatism and leaves a deformity that may cause im¬
mediate and subsequent bad results.

THE SURGICAL IMPORTANCE OP THE CER¬
VICAL RIB.

CARL BECK, M.D.
Professor of Surgery In the New York Postgraduate Medical

School and Hospital. Visiting Surgeon to the St. Mark's
Hospital and the German Poliklinik.

NEW YORK.  *·.

While the supernumerary ribs of the lumbar ver¬
tebrae possess an academic interest only, the accessory
rib of the cervical portion of the spinal column com¬
mands practical importance. Literature does not con¬
tain a single case in which the lumbar rib has caused
any discomfort whatsoever. In contrast hereto the
observations concerning more or less great disturbances,
due to cervical rib, are multiplying with each year.
The Roentgen ray has enabled us to obtain more accur¬

ate anatomic knowledge of this region and has also
given us a means to determine the accuracy of surgical
procedures. We have learned to use the Roentgen pic¬
ture as a reliable guide in outlining the plan of opera¬
tion.

Naturally it was the anatomists who gave us the
etiology at a period when we did not as yet value the
clinical importance of the cervical rib. As the pioneer
in this direction we may consider Hunauld.1 Later,
Gruber was able to demonstrate 76 cases on 45 bodies,
and 2 in the living.

Pilling2 mentions 129 cases, but these Avere mostly
all observed in the dead body.

Gruber differentiated the different grades of the
anomaly according to their several stages of develop¬
ment. On the basis of his viewpoint we may divide

1. Sur le nombre des c\l=o^\tesmoindres ou plus grands qu \l=a`\
l'ordinaire, M\l=e'\m.de l'Acad\l=e'\mieRoyale des Sciences de Paris, 1743.

2. Ueber die Halsrippen des Menschen, Inaug. Dis., Rostock,
1894.

the different types as follows: (a) Slight degree: The
cervical rib reaches beyond the transverse process.(b) More advanced: The cervical rib reaches beyond
the transverse process, either with a free end or touch¬
ing the first rib. (c) Almost complete: The connec¬
tion between the cartilage of the first rib is formed
either by means of a distinct band or by the end of
its long body, (d) Complete: It has become a true
rib and possesses a true cartilage, which unites with
the cartilage of the first rib.

In general, we can assume that the cervical rib is
double in 67 per cent., and single in only 33 per cent,
of all cases. A completely developed cervical rib on
both sides is to be regarded as rare. One such case
is described in the monograph of Pilling.

An additional rib which runs from the sixth cervical
vertebra is to be regarded as a very rare condition.
With the exception of the case to be described, I have
found this anomaly observed twice only in literature.

It is significant for the difficulties of the diagnosis
that naturally presented themselves before the Roentgen
era, that by far the most of the reports speak of acci¬
dental discovery at autopsy. Consequently, if no marked
disturbance was caused, the possessor of the cervical
rib undoubtedly took his "special marks of identifica¬
tion" with him, unknown, to his grave.

Although this anomaly is of congenital origin, the
complaint does not make itself felt until about the
twentieth year, a fact which is hard to explain.

From most reports, we learn that by far the greater
number of patients had passed the age of twenty years—
a few patients had even reached the age of 55 years.
In a number of cases, it was possible to refer to trauma
as a precursor of the complaint, in others the presence
of constitutional diseases such as anemia, chlorosis,
rheumatism, scrofula or even tuberculosis was observed.

Whether the loss of fat causing a diminution of pad¬
ding in these diseases is the reason for the greater mani¬
festation of the discomfort, must remain to be seen.
At any rate, special circumstances, the nature of which
is still unknoAvn to us, must form important factors in
the maturing of the disease; besides, it is to be assumed
that the tissues adapt themselves to the rib during the
period of development, and that no discomfort arises
where a certain amount of elasticity or of a yielding
tendency exists ; thus the age of the patient is valueless
from a diagnostic point of view.

Before the Roentgen era, it might have been thought
that in cases of symptoms referable to this region the
possibility of some such anomaly might have been con¬

sidered, but in most cases, other conditions, especially
tumors of all kinds, were thought of rather than cervi¬
cal rib.

Tilmann.3 who has gained special credit in the investi¬
gation of these cases, could' collect only 26 cases among
the living, and of these one-half Avere discovered acci¬
dentally. There can not be the least doubt that the
actual number of cases is by far a much greater one. In
the future this will have to be proved by the Roentgen
rays.

This difficulty of diagnosis is brought forAvard in the
splendid monograph of Kammerer,4 a treatise which
deserves recognition and imitation for its brave self-
criticism. Although in his case, the nossibility of a
cervical rib as the cause of the swelling had been
thought of, the natural tendency seemed to be to con-

3. Deutsche Zeits. f. Chir., vol. xli.
4. Annals of Surg., November, 1901.
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sider it as an exostosis. The pressure symptoms disap¬
peared in this case after removal of the rib.

The principal symptoms of the anomaly are the
hump-like prominence in the lateral cervical region, the
superficial pulsation of the subclavian artery and the
appearance of pressure symptoms in the brachial plexus.

Prickling and lancinating pains in the arm, general
loss of flesh and especially atrophy of the muscles sup¬
plied by the median nerve, numbness and diminished
compressive power of the hand of the affected side, a

feeling of cold, and pains in the neck on stretching it
have also been observed. At times it goes so far as to
form an aneurism of the subclavian artery.5

A striking fact is that even after a diagnosis has been
made the attempt is often made to master the trouble
by internal means. But as soon as the physician be¬
comes familiar with the anatomy of the cervical rib,
he must acknowledge that he has to deal with a disturb¬
ance placed in the way of the normal blood and nerve

paths, Avhich has attained the prowess of a foreign
body. Thus the treatment for the difficulties arising
therefrom can only be a mechanical one, i. e., surgical,
massage, electricity, hot and cold packing, etc., can be
of only temporary benefit and possess the disadvantage

Figure 1.

that much valuable time is wasted. Thus the disturb¬
ance may become permanent.

A radical cure can be effected only by the removal of
the cause of pressure, that is of the rib itself.

It is just as foolish to remove a cervical rib which
causes no disturbance as it is to leave one that does
until lasting tissue changes have been brought about.
The operative measure, if timely, removes all discomfort
at once.

At times the technic for the removal of the rib is
very simple. In the majority of cases, however, one
encounters difficulties, and, therefore, the operation
should be done only by an experienced surgeon. The
difficulty of the removal is magnified by the fact that
it is necessary to remove the periosteum with the rib,
for if the much easier subperiosteal removal is under¬
taken a recurrence due to the regeneration of the bone
must be expected.  

The field of operation grazes the lower two cervical
nerves, the upper dorsal nerve and the lower cervical
ganglion of the sympathetic. Furthermore, it touches
on the large vessels and on the pleura, the latter being
especially thin here and very easily wounded. Of course

5. Wiltshire, Lancet, p. 633, London, 1860, and Boyd, Internat.
Med. Mag., 1893.

the adhesions formed between the parietal and visceral
pleura in most of these cases give a certain amount of
protection against the development of a pneumothorax,
if an injury be caused. In a case of Planet6 it seems
to have been impossible to avoid injuring the pleura,
so that a pneumothorax was caused, but without any
grave disturbance.

The extirpation of small rudiments whose ends do not
reach the subclavian artery, is naturally simple. When
we have to deal with a fully developed rib the various
steps of the operation must be so carried out that the
artery is avoided from the beginning.

Some operators place their incision along the pos¬
terior border of the sternomastoid, while others advise
a longitudinal incision between the trapezius and the
jugular vein.

I find that a triangular flap incision, running directly
downward along the trapezius and then conducted to-
Avard the sternum about one inch above the clavicle,
fully exposes the field of operation. If the trapezius
can not be sufficiently retracted with broad retractors, a
transverse incision must be made into the muscle, for
next to a strict asepsis the success of the operation de¬
pends on extensive exposure, of the field of operation.

The brachial plexus, AA'hich usually runs across the
rib, can also be pushed aside. The subclavian artery is

Figure 2.

best pulled forward. The scaleni are carefully divided
at their point of insertion, and this is best done by us¬

ing a Cooper shears and, advancing layer by layer, lift¬
ing the several muscle fibers with the flat of the scissors
and using the instrument as one would use a grooved
director. By means of a ring-shaped periosteotome the
rib is then freed of any small muscular appendages.
The division can easily be accomplished by means of
my beak-shaped rib-shears. Some prefer the Gigli saw.

Any remains are nipped off with the rongeur forceps.
The following case is of interest from several points

of view.
Patient.—A young woman, aged 21, delicate, anemic and of

small stature.
Family History.—Both parents are alive. The mother is also

small and delicate, but well. As a child she lost an eye through
trauma. Father has suffered from interstitial nephritis dur¬
ing the last few years.

History.-—The patient had measles and scarlet fever when
a child. One year ago, after a fall, she began to suffer with
pain in the right side of the neck. This was regarded and
treated as rheumatic. Two months later the pains began to
extend into the arm and were accompanied by prickling and
numbness of the Angers. She was then treated in the depart¬
ment for nervous diseases of the German Poliklinik and re-

6. Tumeurs osseuses du cou, Th\l=e'\sede Paris, 1890.
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ferred from there to me. My assistant, Dr. Heckmann, diag¬
nosticated a slight bulging of the right side of the neck and
a corresponding osseous tumor which could be traced from the
spinal column to the neighborhood of the sternoclavicular
joint. Pulsation was marked. After Dr. Heckmann had con¬
firmed his diagnosis of accessory cervical rib by means of the
Roentgen plate ( Fig. 1 ) he exposed the anterior portion of
the rib by means of an incision running along the posterior
border of the sternomastoid muscle. He found both the
brachial plexus and the subclavian artery passing over it.
After the resection of this portion the plexus as well as the
artery dropped back into the newly formed cavity. As the
cause of the pressure had been removed it was decided to let
the posterior remnant of the rib take care of itself. The
symptoms of complaint gradually disappeared, but returned
Avith undiminished vehemence three months later.

Examination.—When I examined the patient I could find
neither prominence nor pulsation. The pulse of the axillary,
brachial and radical arteries, however, was diminished in ten¬
sion. The reaction to electricty of muscles and nerves was
also diminished. Sensation was normal. Patient was ex¬

tremely anemic and complained of pains in the neck and right
arm and of numbness of the fingers. On stretching the neck
the pains Avere intensified. The poAA'er of compression of the
right hand was diminished.

The Roentgen picture—extreme latera! position of head dur¬
ing exposure—(Fig. 2) shoAA's on the right side the presence of
a fair-sized costal stump running from the seventh cervical
vertebra, while the left side shows a small rudiment. The
sixth cervical A'ertebra shows a rudiment on both sides.

Operation.-—In A'iew of the vehemence of the symptoms, es¬

pecially of the pains, I decided to reopen the field of operation
for the purpose of removing the remainder of the rib. Ad¬
vancing carefully, layer by layer, into the deeper tissues, I
neither came in contact with the brachial plexus nor with the
artery. It Avas rather difficult to separate the muscle from
the edges of the rib. Most of the separating was done bluntly
with the aid of the Cooper scissors, using them as a support.
The extirpated fragment of the rib measured 4 cm. As the
previous resection had been done subperiosteally a new forma-

' tion of bone of more than one em. in length liad attached it¬
self to the stump of the rib. Henee it becomes evident how
necessary it is ahvays to remove the periosteum with the rib.
The rib, on the whole, was narrow, thickened at its vertebral
attachment and presented a small groove on either side.

Recovery Avas uneventful. The symptoms disappeared en¬

tirely shortly after the operation. Two months later slight
symptoms of pain made themselves felt in the neck on the
right side, but these also disappeared after the use of the
galvanic current.

BLOODLESS REPOSITION· OF THE CONGENI-
TALLY DISLOCATED HIP JOINT

VERSUS ARTHROTOMY.
WITH STATISTICS OF 34 CASES OPERATED ON BY DR.

LORENZ DURING HIS VISIT TO THE UNITED
STATES IN 1902.

FREDERICK MUELLER, M.D.
Attending Orthopedic Surgeon to St. Luke's Hospital, Chicago ;

Professor Orthopedic Surgery, Milwaukee Medical
College, Milwaukee.

CHICAGO.

A dispute which appears to be settled, at least so far
as the competent authorities in Germany, France and
Italy are concerned, seems to have been resurrected in
America in recent days. The question is whether the
open operation or the bloodless reposition of the con¬
genital dislocation of the hip joint should dominate the
future therapy of this deformity.

One of Sherman's later publications1 is so much in
favor of the open operation that it seems quite justifi-

1. Sherman: Congenital Dislocation of the Hip. The Jour-
nal A. M. A., Jan. 7, 1905.

able to compare these methods of treatment critically
without any prejudice.

In this connection I quote the historical fact that the
originator of the bloodless method, Prof. A. Lorenz of
Vienna, had the largest record (about 200 cases) of
open operations just at the very time when he began to
develop the bloodless method, which he considers the
only and the most suitable treatment. Prof. A. Hoffa
of Berlin, whom we may call the most prominent pio¬
neer in the development of the open method, recom¬
mends in all cases at first the attempt to reduce the
congenitally dislocated hip, leaving for the open opera¬
tions only those cases in which the bloodless method
failed.

Among American surgeons it must be admitted that
some uncertainty about the advisability of the new
method has developed, because of the many accidents
which have been observed ; but to be just we must frank¬
ly state · that for those accidents and mischief the
method can not be held responsible. They occurred
mostly in unsuitable cases and were due to rough ma¬
neuvers or to other mistakes in technic.

The great importance of the first mentioned point
may readily be seen in the many cases scattered between
Boston and San Francisco on which Lorenz operated.
Not half of those cases were pronounced by Lorenz as
favorable, either because of the advanced age of the pa¬
tients or because they had been operated on before
without success either by arthrotomy or by reposition.
Knowing how small a chance for success he Avould have,
and emphasizing this fact, he nevertheless was obliged
to operate on these patients, as these cases were often
the only ones Avhich could be secured for his clinical
work.

Tn a great many cases his refusal to operate would
have resulted in great disappointment to many physi¬
cians and students' Avho wished to witness the single
steps of the operation. In one large eastern city with
a population of nearly a million, not a single half-way
suitable case was among those that were prepared for
him; he was not loath to cancel the clinic altogether,
and only the consideration of the crowded amphithea¬
ter, as well as regard for his host, induced him to do his
best in spite of the very unfavorable circumstances.

That under these conditions the method could not
show its best results and could not be expected to give
the claimed 50 per cent, of anatomic cures is an evident
matter of fact.

The few cases which Lorenz pronounced favorable
could not give the best results possible, as the very im¬
portant after-treatment was administered by the vari¬
ous surgeons under whose care the patients were left in
various ways and after different principles. This fact,
although deplorable, was unavoidable, as with the ex¬

ception of the few pages which Lorenz2 devoted to this
chapter in his book nothing existed dealing with these
very important features of the treatment. Many new
details have been added to this chapter, and simple com¬

parison of the after-treatment as outlined by Lorenz in
his book in 1900, and given by me in 1904 and 1905,3
shows this fact very clearly. Those details explain why
the majority of the cases operated on by Lorenz can
not be regarded as giving average results or as being

2. Lorenz : Ueber die Heilung der angeborenen H\l=u"\ftgelenksver-
renkung durch unblutige Einrenkung. Wien. 1900.

3. Mueller and Ashley: Treatment Following the Bloodless Re-
duction of Congenital Hip Dislocation. New York Medical Jour-
nal. A series of four articles, beginning May, 1904, ending Jan-
uary, 1905.
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